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Abstract
Background: Very recent acts of terrorism in the UK
were perpetrated by ‘homegrown’, well educated
young people, rather than by foreign Islamist groups;
consequently, a process of violent radicalization was
proposed to explain how ordinary people were
recruited and persuaded to sacrifice their lives.
Discussion: Counterterrorism approaches grounded
in the criminal justice system have not prevented
violent radicalization. Indeed there is some evidence
that these approaches may have encouraged
membership of radical groups by not recognizing
Muslim communities as allies, citizens, victims of
terrorism, and victims of discrimination, but only as
suspect communities who were then further
alienated. Informed by public health research and
practice, a new approach is proposed to target
populations vulnerable to recruitment, rather than rely
only on research of well known terrorist groups and
individual perpetrators of terrorist acts.
Conclusions: This paper proposes public health
research and practice to guard against violent
radicalization.
Background
In this paper we propose that public health research and
practice can inform preventive strategies and interventions
against violent radicalization. The term ‘radical’ can mean
‘politically subversive’, ‘creative’,o r‘extreme’, without
necessarily being illegal, criminal, or a threat to society.
However, recent research and policies that address terror-
ism have used a more specific term, that of violent radica-
lization. Violent radicalization is conceptualized as a social
and psychological process, often facilitated by recruitment
and training, by which an individual becomes increasingly
committed to politically motivated violence, especially
against civilians (See Table 1 for definitions) [1,2].
The motivations and ideology of groups that undergo
violent radicalization are often specific to political, histor-
ical, social and cultural contexts that can shape their
extremist actions and the accompanying political rhetoric
[3,4]. Since 9/11, the term ‘violent radicalization’ has
been applied mostly to extreme Islamist groups as they
have claimed responsibility for the majority of recent ter-
rorist attacks across the world [4,5]. The public health
impact of terrorist acts arising from violent radicalization
includes direct consequences such as deaths, physical
injuries and psychological or mental injuries. The 9/11
attacks in 2001 killed nearly 3,000 individuals. The Lon-
don 7/7 bombings in 2005 killed 52 and injured close to
700. Between 2003 and 2010, suicide bombers in Iraq
killed 12,284 Iraqi civilians and injured a further 30,644.
The groups that claim responsibility selectively invoke
religious rhetoric to justify politically motivated violence
but they do not generally represent Muslim populations
or Islamic Fundamentalism [1,6-9]. Thus, a public health
response to political violence [10] will need to consider
that the majority of the victims globally are in fact Mus-
lim civilians [5,11]. However, psychological sequelae after
9/11 were found more generally among all populations
who had experienced personal losses of friends, relatives,
and jobs [12]. Other direct effects include bereavements,
loss of employment, economic damage, fear and distress.
Indirect effects include a diversion of resources to tackle
terrorism and rebuilding communities, social divisions
within communities along religious lines, restrictive
counterterrorism actions and inconvenience, discrimina-
tion against those perceived to be associated with terror-
ism, and of course the sending of and potential loss of
troops to international conflicts where terrorist related
activity is thought to arise. These consequences can also
be mapped using public health approaches, and are not
fully reviewed in this paper, which is devoted to
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strategies to reduce the likelihood of future incidents.
Until the 7/7 London bombings, a widely accepted per-
spective in the UK and the US was that terrorist threats
originated from foreign radical Islamists, as in the 9/11
attacks [6,13]. After the 7/7 bombings in London, con-
cerns in the UK shifted towards reducing the threat from
a ‘third wave’ of ‘homegrown’ terrorists who were
recruited and radicalized within the UK; similar responses
were found in Canada and US and other European coun-
tries in response to similar incidents in those countries
[6,13,14]. For example, Crone and Harrow studied 228
individuals who participated in 65 Islamist terrorist plots
or attacks in the West between 1993 and 2008 [13]. They
found that the majority of these plots involved people who
had spent their formative years in the West and seemed to
operate independently of any terrorist organization [13];
although, in reality, the majority involved some organized
recruitment, training, or financing by external terrorist
organizations [13]. These trends pose a challenge that
requires a new response including population level
research of putative risk and protective factors for violent
radicalization (Table 2), rather than relying only on crim-
inal justice system evidence from convicted terrorists. This
paper discusses these risk and protective factors (Table 2),
and proposes a public health model of research and pre-
vention [10].
Discussion
The limitations of criminal justice approaches
Efforts to understand the motivations of terrorists and
the pathways leading to violent radicalization have lar-
gely adopted a criminal justice system framework. In the
UK, for example, the PREVENT strategy sought to
gather intelligence and facilitate the prosecution of any-
one thought to be associated with terrorism, guilty of
terrorist acts, or in possession of materials that might
assist terrorism. One consequence is an ethical dilemma
for many researchers trying to investigate terrorism and
violent radicalization as confidentiality cannot be offered
to research subjects if they reveal information about
possible terrorist acts. Indeed, researchers themselves
can be liable to prosecution if they fail to disclose infor-
mation to the authorities, or if any information they
acquire later transpires to be of importance in identify-
ing terrorists. Furthermore, researchers may themselves
come under suspicion if, during their investigations,
they examine websites or propaganda used by terrorists
[15,16]. These considerations can restrict the capacity of
researchers seeking to understand how sympathies for
violent radicals and terrorists emerge in populations,
and how vulnerabilities are exploited in recruitment
processes.
The criminal justice system approach assumes that the
legal system can effectively deal with crimes irrespective of
their origins and contexts, and that terrorism can be pre-
vented by criminal intelligence and a tailored judicial sys-
tem rather than through engagement with other bodies of
theory and practice. By contrast, we argue that epidemiol-
ogy, psychology, sociology and other behavioral sciences
can contribute important data towards prevention strate-
gies, which have been used in public health programs to
address violence. Such alternatives do not condone the
conduct of terrorists, but aim to investigate the wider
determinants of recruitment in vulnerable populations and
to identify the pathways to radicalization, rather than sim-
ply considering evidence from convicted terrorists and
only from criminal justice analysis [3,9]. A wider analysis
is necessary because, as Atran sets out, there is no short-
age of volunteers to join the ranks of martyrs in the Mid-
d l eE a s t ,b u tt h es i t u a t i o ni nt h eU Ka n di nt h eU Sa n d
Canada is less well known and the process of violent radi-
calization and its impacts in populations are not fully
understood [3,9].
An exclusive emphasis on a criminal justice system
strategy may impede prevention. For example, counter-
terrorism initiatives by the British government stigma-
tized and alienated Muslim communities in the UK by
Table 1 Definitions
Term Definition
Radicalization The social and psychological process of increasing commitment to extremist political or religious ideology [1]
Violent
radicalization
The social and psychological process of increased and focused radicalization through involvement with a violent non-state
movement. Phases are (a) becoming involved with a terrorism group and (b) remaining involved in or engaged with in terrorist
activity [1]
Terrorism Participation in politically motivated violence or threat of violence, especially against civilians, with the intent to instill
widespread fear [2]
Disengagement The process whereby an individual has a change in role or function associated with reduction of violent participation, either
enforced (for example, imprisonment) or due to psychological factors (for example, disillusionment) [1]
Deradicalization The social and psychological process, or intervention, by which commitment to, and involvement in, violent radicalization is
reduced to the extent that the individual is no longer at risk of involvement in politically motivated violent activity [1]
Counter-
radicalization
Interventions to prevent social or political radicalization, to prevent violent radicalization, or to disrupt involvement in terrorism
of those already radicalized [1]
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under suspicion rather than as allies in a preventive
strategy [17,18]. Counterterrorism policies, however well
intentioned, did not inspire confidence or attract sup-
port as they were seen as unjust and so they actually
damaged social cohesion by isolating a religious group
[17,18]. Social cohesion is the ability of a society to be
inclusive of all cultural and social groups, so that they
work co-operatively. It has many benefits including
everyone realizing their potential (human capital), and
greater social capital (a form of social wealth on which
society draws), and greater social support. Each of these
has been linked with better population health and more
equal and just societies, and also with less violent crime,
especially in US studies. Thus the support and engage-
ment of Muslim minorities is important to counter the
arguments of those who perceive the authorities as
unjust and discriminatory against Muslims. The experi-
ence from Canada is consistent with findings in the UK;
that not working with and through the population as a
whole will undermine counterterrorist strategies. In
Canada, a helpful public health intervention was the set-
ting up of a crosscultural round table on security. This
provides a forum for ongoing discussion with commu-
nity involvement and support, and it links policies
across other arenas of importance such as education,
health, and employment; the round table also assists in
determining when counterterrorism should focus on
violent radicalization linked with Islamist groups or all
extremist groups, given that not all terrorist attacks are
claimed by or linked to Islamist groups [19]. The initia-
tive in Canada provides an example of the importance
of complementing the criminal justice approach with a
public health approach to terrorism and violent
radicalization.
The public health approach
Definition and principles of public health
Public health, as defined by the UK Faculty of Public
Health, is ‘The science and art of promoting and protect-
ing health and well-being, preventing ill health and
prolonging life through the organized efforts of society’
[20]. Public health interventions are predominantly popu-
lation based. These emphasize collective responsibility for
health, health protection, and disease prevention, and
recognize underlying socioeconomic and wider determi-
nants of health and disease. The approach emphasizes
partnerships with all those who contribute to the health
of the population. Health improvement involves attention
to education, inequalities, housing, employment, life-
styles, family and community, and surveillance systems.
In prevention in public health, population level reduc-
tions in characteristics (or behaviors) that carry a small
individual risk for a particular illness lead to greater
reductions in the overall prevalence of that illness, when
compared with interventions on very few people who are
Table 2 Putative risk and protective factors
Factor Description
Risk factors Young people facing transitions: education, place, family, religion and so on
Cognitive and social openings to new influences
Social isolation and exclusion
Grievances about discrimination that may be personal, related to unfair treatment at work, access to health care or about other
inequalities in society
Unemployment
Migrant status and experiences before and after immigration
International conflict that is considered unjust against a group with which individual identifies on religious, national or cultural
grounds
Perceived threat to family and cultural group
Marginalized and traditional cultural identities
Discrimination thought to explain group inequalities in health and social status and access to wealth
Not able to negotiate needs and protest through non-violent and democratic means
Contact with influential or charismatic leaders who justify terrorism (for example, in prisons, or in schools or universities)
Protective
factors
Social support
Social cohesion
Social capital and trust in institutions
Feeling of safety and security in neighborhood
Integrated cultural identity
Employment success
Access to democratic means for negotiating needs and opinions
Access to critical religious leadership that can moderate and inform on legitimate religious perspectives
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been applied to violence prevention so reducing the
mean levels of any particular risk factor in the population
[21]. For example, the World Health Organization’sV i o -
lence Prevention Alliance provides a public health frame-
work to investigate and understand the causes and
consequences of violence [21]. Similar approaches are
used by the Centers for Disease Control in the USA (see
http://www.cdc.gov/ViolencePrevention/overview/publi-
chealthapproach.html). However, extending such work to
tackle violent radicalization and terrorism is a natural
step but rare. Therefore, a similar approach can be
applied to violent radicalization (see Figure 1).
A public health approach to tackle violent radicalization
Public health approaches are already applied in bioter-
rorism and street violence (for example, knife crime
injuries) [2]; but in most countries, including the UK,
public health agencies have not yet taken up violent
radicalization as a focus of research and intervention. A
surveillance system can monitor deaths and injuries due
to terrorist actions, but might also include other risk
and protective factors for violent radicalization. For
example, risk and protective factors set out in Table 2,
and perceived discrimination in the population as a
whole or amongst specific segments of the population;
trust in authorities and in their counterterrorism
approaches; perceived or real economic inequalities pat-
terned by ethnicity or religious groups; and international
conflict in which the authorities appear to be biased or
unfair towards a specific migrant, religious or ethnic
group.
Global databases on violent radicalization and terror-
ism are being compiled but are generally restricted to
event counts, and are also subject to many potential
 To establish why violent 
radicalisation occurs by 
research on the causes & 
factors that increase or 
decrease the risk, and 
that can be modified 
through interventions 
(see Box 2). 
To implement effective & 
promising interventions in a 
wide range of settings. The 
effects on risk factors and 
the target outcome 
(consequences) should be 
monitored, and their impact 
and cost-effectiveness 
evaluated. 
Define the problem 
through the systematic 
collection of data about 
the magnitude, scope, 
characteristics & 
consequences of violent 
radicalisation 
To find out what works 
to prevent violent 
radicalisation by 
designing, implementing 
and evaluating 
interventions 
Figure 1 A public health approach to preventing violent radicalization.
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the development of the first open source database on
global terrorist incidents [22] and discuss the limitations
of these data: (1) most terrorists are not legally pro-
cessed for terrorist offences but for other related
offences, and most terrorism data are outside the realm
of domestic criminal justice systems. (2) Data collected
are also subject to politically determined priorities given
much of it is collected by government agencies; and most
data sources are not routinely available for researchers.
(3) Most research is based on secondary or tertiary
source data that do not meet academic standards.
An implication of these findings is that terrorist acts
are classified as being distinct from criminal acts. Whilst
terrorism is dealt with by criminal justice agencies, feed-
back and evaluation of programs is not easy to undertake.
Terrorism databases do not include measures of risk fac-
tors for violent crime and violent radicalization, which
are more common in populations; nor do these databases
link with other potentially important variables (which we
later discuss). Only by collecting a fuller range of relevant
variables (shown in Table 2 and new variables identified
through research in Figure 1) can a surveillance system
generate evidence about patterns of incidents and the
correlates at individual and population levels. More
research is required on relevant risk and protective fac-
tors for violent radicalization.
As well as measuring terrorist-related direct deaths and
injuries [21,23], it is important to study the psychological
effects of terrorist acts on public mental health and on
social cohesion [12]. Understanding psychological trauma
suffered by witnesses and casualties can inform how to
respond to terrorism in ways that encourage people to be
prepared, vigilant and informed without living in fear and
maximizing recovery from psychological problems [12].
Routine health surveys and censuses might ask about
aspects of violent radicalization and group cohesion as
relevant health and social issues, and not only as a crim-
inal justice issue. The International Classification of Dis-
eases and Centre for Disease Control now has codes for
deaths and injuries from terrorist acts; this offers a sys-
tem of monitoring closely aligned to other public health
surveillance programs. Its use may offer one mechanism
to look objectively at global terrorism-related deaths and
circumstances in which they occur [23]. This should
make the most severe effects of violent radicalization
(deaths and injuries) easier to monitor and relate these to
other contextual and demographic data at both ecological
and local levels.
Other important variables include fears about personal
safety when under suspicion and fears of being wrongly
accused of being a terrorist; these also can undermine
social cohesion and social capital, both of which exercise
important influences on the health and well-being of
populations and on risks of community violence [18,24].
We do not currently measure population indices of these,
or of grievance, intergroup prejudice, or international
conflicts, all of which have been implicated in terrorist
activities. Some health-related risk factors may also be
risk factors for violent radicalization. For example, discri-
mination is associated with poorer health [25,26]; and a
recent global analysis of discrimination experienced by
minorities shows economic discrimination is closely
related to domestic terrorism [27], and this may increase
the risks of international terrorism [28]. Discrimination
can also be a marker of social isolation in society, social
exclusion, and unemployment. These conditions make
young people vulnerable to extremist influences and
ideologies while weakening their ties with socially inclu-
sive influences [9]. A weakening of ties to healthy influ-
ences can occur during transitions such as migration,
maturation during adolescence, changes in schools or
universities, changes of employment, geographical mobi-
lity and religious conversions. McCauley and Moskalenko
describe how isolation can lead to radicalization through
a process of unfreezing of links and isolation from heal-
thier and safer networks, giving rise to openings to new
influences including gangs, cults and other ideologically
driven groups that provide powerful feelings of belonging
and loyalty and positive identity and self-esteem [4].
Maintaining a positive regard for the authorities and
healthier influences appears to be an important protec-
tive factor against violent radicalization in the first place;
therefore, nurturing strong identifications with healthier
influences is likely to be as important as minimizing con-
tact with gangs, cults, and networks associated with
violent radicalization.
Researching complex pathways to violent radicalization
Drawing on the approach taken by Weine and colleagues
to Somali-American youth [29] and Horgan’sp a t h w a y s
to violent radicalization [1], we propose that a public
health approach needs to be applied at the population
level to engage a larger proportion of the population at
risk of violent radicalization. This recognizes that very
few people proceed all the way to committing a terrorist
act and that many influences that make this more likely
are potentially modifiable. This approach requires an
understanding of individuals’ and groups’ biographies,
identities and stories, the cultural influences on socializa-
tion and successful resettlement, and public and commu-
nity support for counter-radicalization. We propose that
this will yield greater gains than current approaches that
attempt to target only those already planning or commit-
ting terrorist acts, or those in contact with the criminal
justice system, neglecting the wider population base from
which terrorists are recruited and the networks with
which they are associated. The proposed approach also
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ing, for which there is little empirical evidence of predic-
tive accuracy. Thus, pathways to violent radicalization
can be better understood if public health research investi-
gates promising new variables from the social and beha-
vioral sciences such as social inclusion, exclusion,
cultural identity and acculturation, stigma, discrimina-
tion, and political engagement [10,30]. It will be impor-
tant to test the predictive validity of these putative risk
and protective factors. For example, there is value in
measuring popular sympathies for violent radicalization
compared with levels of political engagement in the same
population, and to studying their relative effects on
health and on violent and non-violent protest.
An example of how these influences might interact is
found in the case of violent radicalization of youth in
Somali-American communities [29]. Between 2007 and
2008, an estimated 18 Somali-American adolescent boys
and young men left their homes in Minneapolis, without
knowledge of their friends or family, to join militant
training camps run by the Al Shabaab, an extremist
group in Somalia. Among them was 27-year-old Shirwa
Ahmed, who became the first known suicide bomber
with US citizenship when he detonated his car bomb in
an attack on a government office in Somalia. Taking a
public health and psychosocial approach, these Somali-
American youth may have been vulnerable to the appeal
of violent radical ideas because of war-related displace-
ment; fragmentation of family and community structures
when moving from Somalia to refugee camps, then to
settlement in the US; feeling trapped between dissonant
acculturative identities with insufficient adult guidance
from the immediate community and family; and identifi-
cation with a ‘warrior’ role adopted by some Somalis dur-
ing the Ethiopian invasion of Somalia [29]. Identification
of these risks for violent radicalization informed the
development of specific community appropriate interven-
tions [29].
This case study shows that violent radicalization can
be an outcome of a complex interaction between social,
political, cultural, historical, and interpersonal factors
[1,5,6,30-33]. As a result, research will need to include
religious variables, measures of conflict, measures of
acculturation and cultural identity, human capital and
migration-related factors. It is known that one outcome
of acculturation can be a more traditional identity,
which in some instances can be a form of protest
against a dominant culture that is perceived as unjust,
or a method to preserve familiar cultural practices and
roles in the face of uncertainty. Therefore, studies to
verify the risk factors of importance in violent radicali-
zation will require innovative methods to measure cul-
tural integration and citizenship, fair access to health,
wealth and material resources, alongside measures of
sympathies for, or condemnation of, different protest
groups as well as terrorist groups.
Early prevention of violent radicalization
Some studies suggest that violently radicalized individuals
are no more likely to have histories of deprivation, unem-
ployment, criminality or poverty than others in their wider
community [31,32]. If anything, they are better educated,
slightly younger and slightly more likely to be migrants
than the general population [31,32]. At the moment, it is
difficult to target preventive interventions at individuals
who plot terrorist attacks because they are not particularly
identifiable by demographic or personal characteristics, or
by psychopathology, and there is often no formal member-
ship structure or hierarchy among violent radicalized
groups [1,6,15,30-32]. However, evidence suggests that a
useful focus is on young people who are vulnerable to
radicalizing influences because of isolation or marginaliza-
tion, particularly as they are likely to be accessible to inter-
ventions while in full time education during adolescence
and young adulthood when identity-related psychological
and social transitions are common [4].
Given what is known so far about homegrown terror-
ism, preventive interventions should focus on how nego-
tiations of personal identity, social exclusion and
marginalization can generate grievances that are not pro-
cessed through political engagement, nor through demo-
cratic non-violent negotiations [3,11,9]. If grievances
emerge from experiences of discrimination and among
people with particular cultural identities (for example,
traditional or marginalized) then, like the plethora of
interventions to reduce discrimination and improve inte-
gration, violent radicalization should be amenable to a
public health approach. Research and practice would
need to encompass three elements: (1) the ongoing pro-
cess of changing personal and community affiliations in
relation to transnational ideologies, identities, histories,
events, traditions and cultures in order to promote inte-
gration which is known to yield health benefits through
social benefits; (2) social, immigration, human rights and
public health policies that can promote trust and social
and political engagement; and (3) violence prevention
and disaster management that involves all people in a
preventive strategy.
Educational policy may also be important for a variety
of reasons. Focusing counter-radicalization interventions
on secondary schools and centers of higher learning
could reach a wide social group at a formative stage
when many young people explore modes of engaging
with ‘radical’ and alternative perspectives, and many
grapple with identity issues. Young people face many
transitions in friendships, identity, and in their homes.
This is a crucial time of flux when individuals are begin-
ning to take a view on international events and on their
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duals tend to be younger and better educated than many
in their communities. Because terrorist recruiters target
educational environments and young people, counter-
radicalization interventions located in education may be
very well placed to protect individuals from induction
into violent radicalization [10,15,32]. The notion of
teaching healthy relationships, healthy lifestyles, citizen-
ship and good character in schools is not a new one.
However, adaptations may need to be made to accommo-
date the historical accounts and intergenerationally trans-
mitted narratives that vulnerable people absorb in their
homes and in their culturally defined communities
[33,34]. Stories told within communities and homes can
enhance feelings of prejudice and intergroup conflicts by
narrating and reactivating traumas associated with mon-
strous acts by others; all of these can then position the
identity of the child, family and community, along ethnic,
religious, cultural or demographics characteristics [34].
These narratives may differ from official historical
a c c o u n t st h a ta r et a u g h ta n dm a yb eu s e db yt e r r o r i s t
groups to foster violent radicalization [33]. Thus schools
might need to address these concurrent, seemingly
incompatible, narratives while taking care to nurture
pride in the histories of marginalized communities. It is
also a responsibility for teachers and role models to
ensure that their own prejudices, assumptions, and family
stories are not automatically transmitted to the next gen-
eration. Because highly educated terrorists are more
likely to succeed [3,31] and kill more people when they
do [8], decreasing the violent radicalization of young peo-
ple in higher education may yield significant benefits in
public protection. Supportive evidence for such an
approach is found from studies in the Middle East, which
show that higher educational status is associated with
greater sympathy for violent radicalization and terrorist
movements [3].
Analyses suggest that growing up in politically radica-
lized communities is an important but insufficient factor
for violent radicalization [35-38]. Interventions that
reduce sympathies for violent radicalization may
improve social cohesion and non-violent political
engagement and vice versa. It is important to find ways
of preventing political moderates or the politically
uncommitted in a community from developing sympa-
thies for violent extremist ideologies based on perceived
attacks on their religion or identity group [3,10,37].
Engaging people from all political, religious, and demo-
graphic backgrounds is essential to ensure public sup-
port for social cohesion and public safety. This also has
wider health benefits of cohesive communities with
greater social capital and fair access to health, wealth
and material resources.
Conclusions
Applying a public health approach to the prevention of
violent radicalization in the population will include a
search for risk and protective markers that can be a focus
of interventions to minimize recruitment to violent radica-
lization. A public health approach has the potential to fos-
ter social inclusion and social justice in communities that
feel threatened by terrorism, to help destigmatize ‘suspect
communities’, and to identify and address common issues
of grievance or marginalization. In addition, a public
health approach can facilitate the identification of factors
to protect individuals from induction into violent ideolo-
gies during critical developmental periods. There will also
be wider health and social benefits where the risk factors
for violent radicalization are also risk factors for violence
and poor health in general and social inequalities.
Author details
1Wolfson Institute of Preventive Medicine, Queen Mary, University of London,
London, UK.
2Health Service and Population Research, Institute of Psychiatry,
King’s College London, London, UK.
3Culture & Mental Health Unit, Lady
Davis Institute, Jewish General Hospital, Montreal, Quebec, Canada.
4King’s
Centre for Military Health Studies at the Institute of Psychiatry, King’s College
London, London, UK.
Authors’ contributions
All authors discussed the evidence and contributed to consecutive versions
of the paper. KB provided the first draft and the finalized draft based on
comments from all authors and discussion between authors. KB’s work
involved cultural identity, acculturation and social inclusion, including
religious factors and discrimination, and impacts on mental health and
personality. MHH contributed ideas and research from war studies and
studies of terrorism and its public health impact. ML is involved in Canadian
counterterrorism policies and public safety, and chairs the Cross-Cultural
roundtable on Security in Canada. EJ’s contributed experience is in historical
analyses of terrorism and the psychological effects of conflict. All drafts were
discussed and edited by all authors each contributing original ideas and
views.
Competing interests
The authors declare that they have no competing interests.
Received: 23 June 2011 Accepted: 14 February 2012
Published: 14 February 2012
References
1. Horgan J: Walking Away From Terrorism: Accounts of Disengagement From
Radical and Extremist Movements New York, NY: Routledge; 2009, 186.
2. Levy BS, Sidel VW: Challenges that terrorism poses to public health. In
Terrorism and Public Health: a Balanced Approach to Strengthening Systems
and Protecting People. Edited by: Levy BS, Sidel VW. New York, NY: Oxford
University Press; 2007:3-18.
3. Atran S: Genesis of suicide terrorism. Science 2003, 299:1534.
4. McCauley C, Moskalenko S: Mechanisms of political radicalization:
pathways towards terrorism. Terror Polit Violenc 2008, 20:415-433.
5. Hafez MM: Suicide Bombers in Iraq: The Strategy and Ideology of Martyrdom
Washington, DC: United States Institute of Peace Press; 2007, 285.
6. Sageman M: Leaderless Jihad, Terrorist Networks in the Twenty-First Century
Philadelphia, PA: University of Pennsylvania; 2008.
7. Munir M: Suicide attacks and Islamic law. Int Rev Red Cross 2008, 90:71-89.
8. Hicks MH, Dardagan H, Bagnall PM, Spagat M, Sloboda JA: Casualties in
civilians and coalition soldiers from suicide bombings in Iraq, 2003-10: a
descriptive study. Lancet 2011, 378:906-914.
Bhui et al. BMC Medicine 2012, 10:16
http://www.biomedcentral.com/1741-7015/10/16
Page 7 of 89. Atran S: Talking to the Enemy: Violent Extremism, Sacred Values, and What It
Means to be Human. Kindle edition. New York: Allen Lane, an imprint of
Penguin books London; 2010.
10. De Jong JTVM: A public health framework to translate risk factors related
to political violence and war into multi-level preventive interventions.
Soc Sci Med 2010, 70:71-79.
11. Hicks MH, Dardagan H, Guerrero Serdán G, Bagnall PM, Sloboda JA,
Spagat M: Violent deaths of Iraqi civilians, 2003-2008: analysis by
perpetrator, weapon, time, and location. PLoS Med 2011, 8:e1000415.
12. Resnick H, Kilpatrick D, Bucuvalas M, Gold J, Vlahov D: Psychological
sequelae of the September 11 terrorist attacks in New York City. N Engl J
Med 2002, 346:982-987.
13. Crone M, Harrow M: Homegrown Terrorism in the West, 1989-2008
Copenhagen, Denmark: Danish Institute for International Studies; 2010, 22,
DIIS Working Paper.
14. Stroink ML: Processes and preconditions underlying terrorism in second-
generation immigrants. J Peace Psychol 2007, 13:293-312.
15. Jones E, Bhui K: The new ethics of research into terrorism. BMJ 2008, 337:
a3069.
16. Barendt E: Academic Freedom and the Law: A Comparative Study Oxford, UK:
Hart Publishing; 2010.
17. McDonald B, Mir Y: Al-Qaida-influenced violent extremism, UK
government prevention policy and community engagement. J Aggression
Conflict Peace Res 2011, 3:32-44.
18. Husband C, Alam Y: Cohesion, counter-terrorism and community in West
Yorkshire.[http://www.jrf.org.uk/publications/cohesion-counter-terrorism-
and-community-west-yorkshire].
19. Public Safety Canada: Cross cultural round table on security in Canada.
[http://www.publicsafety.gc.ca/prg/ns/ccrs/index-eng.aspx].
20. UK Faculty of Public Health: What is public health?[http://www.fph.org.uk/
what_is_public_health].
21. World Health Organization: Violence Prevention Alliance.[http://www.who.
int/violenceprevention/en/].
22. Dugan L, LaFre G, Cragin K, Kasupski A: Building And Analyzing A
Comprehensive Open Source Data Base On Global Terrorist Events 2008.
Report to the US Department of Justice.[https://www.ncjrs.gov/pdffiles1/
nij/grants/223287.pdf].
23. International Classification of Diseases: ICD-10 codes for terrorism related
deaths.[http://www.cdc.gov/nchs/icd/terrorism_code_appendix1.htm].
24. Hickman MJ, Thomas L, Silvestri S, Nickels H: Suspect Communities?
Counter-terrorism policy, the press, and the impact on Irish and Muslim
communities in Britain.[http://www.londonmet.ac.uk/fms/MRSite/Research/
iset/Suspect%20Communities%20Findings%20July2011.pdf].
25. Paradies Y: A systematic review of empirical research on self-reported
racism and health. Int J Epidemiol 2006, 35:888-901.
26. Bhui K, Stansfeld S, McKenzie K, Karlsen S, Nazroo J, Weich S: Racial/ethnic
discrimination and common mental disorders among workers: findings
from the EMPIRIC Study of Ethnic Minority Groups in the United
Kingdom. Am J Public Health 2005, 95:496-501.
27. Piazza J: Poverty, minority economic discrimination and domestic
terrorism. J Peace Res 2011, 48:339-353.
28. Enders W, Sandler T, Gaibulloev K: Domestic versus transnational
terrorism: data, decomposition, and dynamics. J Peace Res 2011,
48:319-337.
29. Weine S, Horgan J, Robertson C, Loue S, Mohamed A, Noor S: Community
and family approaches to combating the radicalisation and recruitment
of Somali-American youth and young adults: a psychosocial perspective.
Dynam Asymmetr Conflict 2009, 2:181-200.
30. Heath I: Treating violence as a public health problem. BMJ 2002,
325:726-727.
31. Krueger AB: What makes a homegrown terrorist? Human capital and
participation in domestic Islamic terrorist groups in the U.S.A. Econ Lett
2008, 101:293-296.
32. Horgan J: The Psychology of Terrorism New York, NY: Routledge; 2005, 199.
33. O’Shaugnessy NJ, Baines P: The symbolization and positioning of Jihad.
Marketing Theory 2009, 9:227-241.
34. Volkan VD, Itzkowtiz N: Turks and Greeks: Neighbours in Conflict Cambridge,
UK: Eothen Press; 1994, 7-10.
35. Benmelech E, Berrebi C: Human capital and the productivity of suicide
bombers. J Econ Perspect 2007, 21:223-238.
36. Post J, Sprinzak E, Denny L: The terrorists in their own words: interviews
with 35 incarcerated Middle Eastern terrorists. Terror Polit Violenc 2003,
15:171-184.
37. Grimland M, Apter A, Kerkhof A: The phenomenon of suicide bombing: a
review of psychological and non-psychological factors. Crisis 2006,
27:107-118.
38. Neumann P, Rogers B: Recruitment for the Islamist Militant Movement in
Europe Brussels, Belgium: European Community; 2008.
Pre-publication history
The pre-publication history for this paper can be accessed here:
http://www.biomedcentral.com/1741-7015/10/16/prepub
doi:10.1186/1741-7015-10-16
Cite this article as: Bhui et al.: A public health approach to
understanding and preventing violent radicalization. BMC Medicine 2012
10:16.
Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
Bhui et al. BMC Medicine 2012, 10:16
http://www.biomedcentral.com/1741-7015/10/16
Page 8 of 8